Background
Introduction
understanding of treatment importance and side effect management were identified as critical to support adherence, clinical trials to date have failed to improve adherence.
At this time, the complex relationship of how information is received during the treatment trajectory and how it may impact decision-making processes regarding adherence to endocrine therapy remains unclear. Therefore, as part of a larger study to describe the age-related perspective of how, in their own words, the underrepresented and high risk population of older survivors of primary, loco-regional breast cancer decided to persist or prematurely stop an AI, the present study addressed the nuances of treatment-related information. Aims were to 1) describe how women received, interpreted, and acted upon information about the role of AIs, and 2) compare how women either persisting or not persisting with an AI at the time of interview differed and were similar in the ways they viewed, used or acted upon information related to their AI treatment. Based on the data, a potential outcome was to develop materials for practitioners to facilitate communication about AIs.
Methods
Grounded theory informed by a constructivist worldview guided all aspects of this research. The philosophical tenets that underlie constructivist grounded theory, symbolic interactionism and pragmatism, are deeply steeped in how knowledge is perceived, understood and retained in ongoing interactions with self and others [23] .
Participants
Eligible women were at least 65 years old, started an AI for loco-regional (Stage I, II or III) breast cancer 4-36 months prior to enrollment and were in charge of taking their own medications. Two groups were recruited: women who self-reported continuing with the endocrine therapy and women who had intentionally stopped within the past 15 months. The time limit of 15 months was chosen to improve the accuracy and quality of participant reflection.
Procedures
Approval of the study was received from the South General Institutional Review Board of UCLA (Protocol number 13-000526), the Institutional Review Board of Torrance Memorial Medical Center (Protocol number 2014.11.1), and the California Health and Human Services Agency's Committee for the Protection of Human Subjects for the Cancer Registry of Central California (Protocol number 14-06-1627). Once approvals were received a mailed invitation was sent to prospective participants from three cancer registries in Southern California. Recruitment flyers were also placed in oncology waiting areas of hospitals and community settings such as cancer support organizations. Recruitment took place from October 2013 to April 2016, with the subgroup of non-persisters proving more challenging to recruit. Data collection continued until no new properties and dimensions were identified and the analysis showed nuanced themes. As it happened, both subgroups saturated with equal numbers (n = 27 each).
Following written consent, data were collected with an in-person interview and from medical records. The first author, who is highly experienced in qualitative research, conducted the interviews in a private place of the woman's choosing. Except for an introductory call to confirm the place and time of the interview, participants did not know the interviewer prior to the meeting. Semi-structured questions informed by existing literature and our clinical experience guided the intensive interviews in a way that allowed each participant to focus on what mattered most to her. An iterative inductive process was used where data was analyzed from the start of data collection and the analysis informed future interviews. (See Table 1 for exemplars.) Interviews were audio-recorded and the subsequent professional transcriptions were de-identified and checked for accuracy.
Data analysis
In this thematic analysis [24] , three researchers (HCP, EG and MS) carefully read each transcript to familiarize themselves with the data. Subsequently we completed repeated rounds of systematic substantive coding using abductive reasoning and iterative processes. Initial coding was done line by line [23] . Differences in opinions and inconsistencies as we generated the initial codes were easily resolved during the regular meetings of the three-person analytic team. Then, across participants, we sorted, compared and identified codes. We searched and identified unique areas of similarities and differences between the women who persisted and those who had stopped. We further sorted the data into themes based on similarities and differences. Subsequently we initiated a comparative analysis that involved displaying the data in a visual format to allow for a systematic comparison of the two subgroups using tables in Microsoft Word and Excel [25] . The relatively large sample for a qualitative study (N = 54) and extensive interviews (mean duration = 97 minutes) with detailed data allowed for such a comparison. Observational field notes, memo-writing and diagramming in keeping with grounded theory techniques [23] were also used to further develop themes. Atlas-ti was used to organize the data.
During the analysis, it came to the researchers' attention that the two subgroups were not as distinct as had been expected. At least three women from the persister subgroup described the intention to stop while five women in the non-persister subgroup were open to the possibility of restarting the AI. Therefore, while "current persister" and "current non-persister" describe the fluidity of the subgroups, we abbreviated to "persisters" and "non-persisters" for the sake of simplicity. In our sample, the AIs were prescribed, managed and discussed by the participants' medical oncologist. The majority of participants, 98%, received follow-up care from a medical oncologist or nurse practitioner in the same practice who continued to monitor their status whether on or off the AI.
Results
The 54 women were a mean age of 71.9 years (range = 65-93) at diagnosis. Half the sample was persisting with an AI at the time of interview, and half had prematurely discontinued the treatment. Non-persistence was intentional and no participant identified a comorbid condition, medication management, or financial barriers as a reason to discontinue endocrine therapy. Most participants self-identified as non-Hispanic white (n = 44) and were at least college graduates (n = 38). (See Tables 2 and 3 for sample characteristics).
Similarities across persisters and non-persisters
Overall, the information experiences and needs of women continuing AIs and those who had prematurely discontinued were largely similar. Women in both subgroups described information similarly in terms of its value, desired volume and what type of information they had or wanted to have. Both persisters and non-persisters valued information and many wanted to make decisions based on information. One participant represented herself as someone who "got as much information as I can" and another identified as "the type who wants to know everything". Women in both subgroups reported receiving a range of information on AIs. Many recounted specific details of the mechanism of the medications, how their type of cancer was related to the AI, and potential side effects. Less known, across subgroups, were self-management tips and the possibility of changing to a second AI if there was a problem. Preferences varied widely across subgroups regarding satisfaction with the volume of information received, ranging from being fully satisfied to feeling on her own looking for answers and wishing she had received much more from her medical team. In terms of receiving information, both subgroups described receiving conflicting input from healthcare providers such as the non-persister who recalled that her long-term gynecologist said he thought "it was foolish for me to be taking it (AI)" after the prescribing oncologist encouraged her to take the AI. In addition, a number of women in both subgroups reported overall very poor recall of the information they received about AIs, ranging from no memory of certain aspects being reviewed to substantial misunderstandings or incorrect information.
Regarding the type of information, in addition to wanting to know about recurrence and general cancer prevention, most women in both subgroups wanted to know about side effects and how to manage them. Some women described how, had they known what potential side effects were coming, they would have been able to understand that symptoms they experienced were related to the AI. Many participants felt under-prepared and one woman specifically compared receiving information about endocrine therapy to receiving information about chemotherapy and radiation saying, "I think up front you should also be told. Up front, you're told about the chemo and how you will be sick from it. And you're told about the radiation and how it's not going to affect you very much. And I would like to have known about the pill and all of its effects, but I did not . . .we should be told it's a mean little pill." However, women across both subgroups also reported adamantly not wanting to hear or seek out information on side effects in order to not, as one woman put it, "psych myself out". Pertaining to the sources of information, women referenced their oncology providers, other medical providers, peer survivors and friends, and online and additional outside resources. All participants described medical oncologists as the expert source of treatmentrelated information. However, information from other people, online resources and the oncologist all competed for the women's understanding of their AI-treatment. Women in both subgroups described the frequency of interactions with their providers, the quality of information received, their actual or preferred communication styles, and their tendency to trust and follow provider recommendations. Both subgroups looked to peer survivors and female friends for practical tips and emotional support. Women who discontinued also leaned on this group to validate their experience and help position and contextualize their decision to discontinue the therapy. Both subgroups had women who used, albeit comparatively minimally, additional sources of information such as pharmacy inserts, breast cancer navigators, and other trusted physicians.
Differences between persisters and non-persisters
In contrast to the experiences and information needs being similar across subgroups, four aspects of AI-related information stood out as either misunderstood or different by one or both subgroups: (a) knowledge of AI and/or tamoxifen prior to breast cancer diagnosis, (b) use of online resources for AI-related information gathering, (c) misconceptions about estrogen, hormone replacement therapies and AI-related symptoms, and (d) the meaning and use of recurrence statistics. Knowledge of endocrine therapies prior to breast cancer diagnosis. In the interviews, women were asked about their knowledge of AIs and tamoxifen prior to their own cancer diagnosis and treatment. Non-persisters were more familiar with endocrine therapies than were persisters. Of the 27 non-persisters, 10 stated they knew specifically about AIs prior to diagnosis or receiving the prescription and 16 were familiar with tamoxifen only. In contrast, only 5 persisters had heard about AIs and 9 knew about tamoxifen only. Nineteen non-persisters reported they had a friend or family member who was taking or had taken some kind of endocrine therapy compared to 11 persisters. Therefore, women who discontinued their endocrine therapies prematurely were more likely to have prior knowledge of AIs. Across both subgroups, of the women who had heard of endocrine therapies, most reported that they did not know details such as duration of treatment, side effects, or the exact names of the medications. (See supporting quotes in Table 4 with reference to Results in parenthesis.)
Use of online resources for AI-related information gathering. Women in both subgroups used online resources to complement the information they received from friends, peer survivors and their medical team. The majority of women understood the importance of finding a trusted source and mentioned websites such as those of the NIH, Mayo Clinic, American Cancer Society, WebMD, and the website of the treating cancer center. Information obtained online reinforced what they had received from the medical team. Other benefits included more detailed information, explanations of side effects, and the use of online sources as a place to gather information and provide questions to bring to upcoming appointments. Challenges for women in both subgroups using the internet as a source for AI-related information included being overwhelmed by too much information, being concerned about the risk of getting inaccurate and/or impersonal information, feeling confused, getting scared by seeing the worst-case scenarios, encountering medical jargon, and being worried about the potential for developing psychosomatic symptoms. Furthermore, while some women in both subgroups had the ability and access, they chose not to use online sources. The potential for overwhelming, untrustworthy or negative information were the most commonly cited reasons. For example, one participant said, "And I don't think you need to sit on the Internet, because it'll scare the pants off of you."
Interestingly, more non-persisters reported accessing the internet for AI-related treatment information. In the subgroup of 27 non-persisters, 22 described the internet as an information source, whereas only 14 of the 27 persisters stated they used the internet for AI-related information. However, more women than reflected by these numbers were likely using online information as participants in both subgroups stated a friend or daughter went online, printed information and discussed it with her.
Non-persisters described the internet as a beneficial source of information and support because, though they felt they were struggling alone, the internet allowed them to compare their experience to others. For some, the internet allowed them to know they were not the only woman to have that specific adverse effect or experience. One woman recalled, "(Googling) kind of opens my eyes and I realize, hey, I'm not the only one that's going through this. Other people are going through this too. . . We're a community." Non-persisters saw this as a positive aspect of online information sources, given that the majority of the sample did not attend support groups and did not know another breast cancer survivor on an endocrine therapy who had adverse effects and had discontinued. This was dissimilar to how most persisters described the benefits of online sources, which were that online information reinforced what they Table 4 . Obtaining and understanding information regarding endocrine therapy among persisters and non-persisters: A range of exemplars.
AI persisters (n = 27) AI non-persisters (n = 27)
Knowledge of tamoxifen and/or AI prior to breast cancer diagnosis "I had not heard of that (AI). I thought I would be through after (surgery and radiation). It's a little bit disappointing. I was upset that it's going to drag on and on and on, but I do it. And they were so kind to me helping me get everything over with quickly, quickly, quickly and then I find out, no." (Unfamiliar with AI prior to diagnosis) "You know, I never heard of any of this before. I never even knew D (friend) used to take a pill for some time. You just don't talk about those things when you don't have cancer. You just don't think about it at all." (Unfamiliar with endocrine therapies prior to diagnosis) "I knew that there were people who'd had like a lumpectomy and were on tamoxifen. And I didn't really pay much attention. I just knew it was a pill that they took. I had not heard the term 'aromatase inhibitor' or Arimidex until I got sick." (Unfamiliar with AI prior to diagnosis, awareness of tamoxifen) "Honestly, I come into this with no knowledge when this happened. I arrive at this situation, and they could tell me to eat blue cheese from the moon and I would, you know? I was at their mercy. Whatever they'd tell me, I went, 'Sure. You have my best interests at heart.´´´(Unfamiliar with endocrine therapies prior to diagnosis) "I knew one lady that was younger, so she was taking the tamoxifen. And just that was part of the deal, I guess. So, I didn't think anything of it. . . people I have known-after you've had the surgery and the whatever it is, you're going to have that five-year pill as a maintenance." (Aware of endocrine therapies) "I've known several women who have had breast cancer 20 years ago who went through the whole thing and were put on tamoxifen." (Awareness of tamoxifen)
Use of online resources for AIrelated information gathering "Very often I get home (from an appointment) and I realize that I don't have the full picture, and so then I go to the Internet." (Online reinforces information previously received) "The ladies in the group had said that she found the American Cancer site. . . it is overwhelming, and then I also learned that a lot of the information on there isn't true, isn't right." (Overwhelming volume/ risk for misinformation/inaccuracies) "I got more of that information from reading on the internet than I got from my doctor. learned at appointments and assisted in collecting questions and data to ask about at future appointments.
Misconceptions about AI-related symptoms, estrogen, and hormone replacement therapies. Women saw side effects as a possibility, yet many did not attribute these negative effects to the AI when they started, especially when the adverse effects started weeks after the AI was first taken or when these effects intensified gradually. Many women from both subgroups also had difficulty disentangling the adverse side effects from typical changes associated with aging. A woman reflected on her thought process related to pinpointing when her side effects started, "I wondered because I'm approaching 70. Maybe this is how people are when they're 70, they're suddenly tired." Not recognizing adverse effects as medication-related meant women did not reach out to their medical team for assistance. For many, this delay led to intense side effects that sometimes escalated to an intolerable point without the assistance of professional help for symptom management.
In general, women did not relate side effects to the lower estrogen resulting from the AI. Likewise, most participants did not connect the symptoms they encountered during menopause and the present estrogen-related side effects at the time of the interview. In addition, the 31% of women who stopped HRT at the time of diagnosis did not consider that abruptly stopping the HRT may have exacerbated their side effects. No woman reported receiving any information on how discontinuing HRT at the time of diagnosis may have impacted their treatment experience.
Women both on and off AIs understood that estrogen level influenced the risk of recurrence and were therefore concerned about whether their estrogen levels were low enough to prevent recurrence. An important difference between the subgroups was that persisters mostly wanted to know about procedures such as scans, x-rays and blood tests they could take to measure their estrogen level to verify the medication was working. In contrast, non-persisters more commonly reported that while they were taking the AI they had never considered whether the medication was working or not. However, some said that since discontinuing, they would want an estrogen level test to see where their levels were without the medication. Non-persisters remained concerned with their risk for recurrence and commented on the importance of providers explaining what comes next for their treatment once they informed the provider they had or would be discontinuing the AI. Risk perception: Meaning and use of recurrence statistics. Although participants were not asked directly about their recurrence statistics, many women injected the topic into the discussion. Women in both subgroups clearly understood that oncologists used statistics in their decisions about recommending endocrine therapy. Accordingly, meaning and use of recurrence statistics were important to women in their decision-making.
The most common source of recurrence statistics referenced by participants was Oncotype DX
1
. While many women took comfort in being offered a numerical value of protection associated with the treatment and agreed that the AI would limit the risk of recurrence, there was considerable misunderstanding in both subgroups regarding how women understood the purpose of statistics and their meaning related to relative risk. For example, some women in both subgroups were confused regarding the Oncotype DX number. Women reported a lack of clarity about their statistical risk for recurrence and recalled various statistics related to their treatment. This confusion was exemplified by a participant who was a professional healthcare provider, still employed full-time, who said, "I am 90% cured, 80% through my surgery and another 10% with taking the Arimidex."
Interestingly, women in both groups referenced statistics and explained their meaning and value to decision-making related to initiating and continuing endocrine therapy. Nonpersisters also used these statistics to understand and validate stopping endocrine therapy, describing how their percentage of risk for recurrence was "only X%" and how that number was low enough to support the decision to stop. When one woman explained what influenced her decision to stop the AI, she described her physical ailments and limitations and her understanding of the AI's overall effectiveness stating, "plus the percentage of it working was low, I think it was like 20%." When side effects started, non-persisters recalled the recurrence statistics they were given and compared the percentage of protection from the AI with what they personally valued in everyday life. Weighing the percentage of protection from the AI with the losses of quality of life in their remaining years, justified and explained the decision to discontinue.
Discussion
As shown in recent randomized clinical trials targeting AI adherence [17] [18] [19] [20] [21] , interventions that rely primarily on information strategies do not prevent discontinuation. With an aim to better understand why information strategies do not increase adherence and how they can be improved, here we present the complex and dynamic nuances of gathering and processing treatment-related information found in a sample of 27 women persisting with an AI and 27 intentionally not persisting. While this study was not intended to statistically compare the subgroups, the subjective perspectives bring novel insights for future quantitative research.
Overall, both persisters and non-persisters received and processed information similarly; they reported not having enough trusted information when initiating treatment and when making ongoing decisions regarding adherence. While the impact of prior awareness of AIs on adherence was not measured directly and a causal relationship cannot be stated, several novel findings are of great interest. The first of four misunderstandings or differences between the subgroups was that women who discontinued their endocrine therapies prematurely were more likely to have prior knowledge of AIs. Also, while both groups used online resources, more non-persisters reported doing so. Third, among all participants there were many misconceptions about estrogen's role, the effects of hormone replacement therapies and challenges in identification of AI-related symptoms. Inconsistency in the meaning of recurrence statistics and their subsequent use in decision-making was evident across subgroups. These results support recommendations to improve patient knowledge and patient-provider communication through clinicians initiating the conversation about AIs at initial and follow-up visits [13] . Our data also show that between information overload, timing of clinical appointments, and changing circumstances, the importance of seeding AI treatment-related information early is essential. The overall quality of information remembered was poor, suggesting the importance of re-visiting information on several occasions, perhaps delivered using multiple methods such as verbal and written take home information. Women wanted more information from their medical oncologist, their most trusted source, which may help clarify confusing information from other sources such as pharmacy inserts, friends, or websites.
In order to provide individualized information, assessing the patient's personal needs and knowledge is paramount. In accordance with a previous study of women aged 21-80 years [26] , our participants knew how much and what type of information they wanted. Therefore, asking their preference early in the relationship could better customize the usual clinical conversation. This discussion might start with asking what information a woman already has about AIs or tamoxifen, including whether she knows someone who received the medication. Conceivably prior awareness about negative peer experiences may set expectations for poor outcomes when women initiate endocrine therapy and pave the way to premature discontinuation. In light of our finding that more non-persisters than persisters reported having prior knowledge of AIs, we urge providers to query women early because patients' prior knowledge and expectations play a crucial role in adherence [27] . Further research could explore the impact of prior awareness of AIs and tamoxifen on persistence as women aware of AIs may be a higher risk group for discontinuing.
Existing relationships and online resources contributed to and competed with oncologists' contributions to a woman's understanding of her treatment. Asking where patients have previously sought information may indicate where they are likely to seek information in the future. In this study, non-persisters were more likely to use online resources, suggesting that women experiencing barriers to persistence such as adverse effects were seeking support and information from sources other than their medical team. A better understanding of how online information is used by older adults is increasingly important [28] . In our study, it was not clear whether women who researched online went to the computer before, during or after they experienced adverse effects of the medications or other barriers to persistence. Prospective research to ascertain at what time point women actively sought informational support online can help the clinician to proactively guide a patient to evaluate the information, how it applies to her individual case, and use the opportunity to discuss management strategies and options.
While self-management of AI side effects is certainly part of post-prescription appointments, those appointments are less frequent than during primary treatment and the opportunity to ask questions and interact with providers are fewer. Participants saw their oncologists as busy and often sought out other trusted resources such as a long-time physician or friend instead of their oncologist. In addition, given the predicted increased shortage of oncologists [29] and the inclination of women to wait until scheduled appointments instead of seeking support between appointments, ensuring women know where to get information moving forward is critical, including when to contact the prescriber if concerns arise. Future research could explore if another professional could fill the medication-support role. Such research can focus on trusted clinicians, such as a primary care provider (PCP) and OB-GYN, and other healthcare professionals, such as oncology nurses and pharmacists, who have been providing care before and during the breast cancer diagnosis. These clinicians, particularly PCPs, may be valuable in providing desired, reliable information and supporting adherence to AIs as the responsibility for follow up care transitions to them in lieu of the medical oncology provider [5] . Researchers in countries other than the US have started to examine how different roles and settings impact adherence. For example, a recent study in Germany revealed that women treated primarily in gynecological practices or in a disease management program had lower risk of treatment discontinuation than those treated only by oncologists [30] . Coordination of care can prevent women from receiving disparate messages from distinct providers. Innovative ways to utilize trustworthy online resources to support women during the post-treatment period is another area for future research.
Women in both subgroups of this sample reported misconceptions about estrogen and HRT. Participants who stopped HRT at the time of diagnosis voiced a need for supplemental information and increased support in side effect management. HRT use prior to and at the time of diagnosis has been noted in the sample characteristics in research conducted in the United States [9, 31] and abroad [32] [33] [34] . However, to our knowledge, only one study examined this characteristic and found a significant correlation between HRT use and a higher discontinuation rate of endocrine therapy in the first year after prescription [12] . Future studies with women who stopped HRT at the time of diagnosis are urgently needed.
Women also reported concerns with side effect identification and management. The literature shows a key factor affecting adherence is the experience of adverse side effects that impair quality of life [35] . Therefore, providers need to offer information about and management strategies for symptom control [13] . The importance of asking at each clinical encounter about adverse effects, exploring a woman's self-management strategies, and expanding her knowledge by offering additional non-pharmacologic tips has been described in women persisting with endocrine therapy [36] . Increased knowledge could lead to improved adherence if an adverse effect is understood better and managed effectively before it becomes intolerable. However, because some side effects may not respond to interventions or, like AI-induced arthralgias, may not have definite effective treatment options [37] , communication itself and shared decision-making is an important focus. Another reason ongoing communication about AI-use is important is that the resolve to persist is not a one-time event, but instead is revisited over time [38] . Furthermore, even if a woman eventually stops the medication prematurely, consistent communication about side effects could serve to support and reassure her that she, together with the prescriber, are addressing the adverse effects to the best of their ability. Such demonstration of supportive and collaborative care can serve to motivate women who did not persist with the AI to continue with routine follow-up appointments.
Additionally, the overall impression from the interviews was that participants were surprised to hear about other medication options available when adverse effects started. Awareness of other endocrine therapies before side effects start may encourage women to reach out to the oncologist earlier and consequently support persistence. Another potential contributor to confusion and misinformation was that more women had heard of tamoxifen than an AI prior to initiating the AI and thus based their expectations on what they had heard or read about tamoxifen. It may be valuable for providers to address the two medications and offer an explanation of why they prescribe one endocrine therapy over another.
Finally, discussion about risk and recurrence statistics remains an area for providers to improve clinical communication. Participants in this study attached significant meaning and at times misunderstanding to risk and recurrence statistics such as their Oncotype DX. Some persisters believed that the percentage on their Oncotype DX results was very important and played a central role in initiating and continuing the endocrine therapy, while others described no need to know an exact number, but wanted instead to know that their oncologist recommended an AI and that taking an AI would be protective. For some participants, the scores served as a motivator to start the AI but the same score was also cited as validating the decision to stop when it was later understood to represent low risk. How providers use and explain statistics and genetic technologies are critical in treatment recommendations and women participating in informed decision-making. Thus, further exploration can focus on how to help women optimally use their personal scores and statistics to aide in decision-making. This finding supports a previous study that recommended future research focus on patients' understanding of this test [39] .
Clarifying and tailoring the topics covered in clinical encounters will expand the ability of providers to evaluate many potential factors that may influence adherence and persistence. While side effects play a central role, consideration of a patient's overall knowledge and health beliefs including her concerns about treatment efficacy and risk all impact the risk for discontinuation and can be explored and supported through enhanced provider-patient relationship. Considering the complex challenges our healthcare system poses to shared decision-making [40] , the desire to have patients as full-fledged members of the healthcare team, and for patients and providers to work together to enhance partnership [41] , we provide a novel guide based on our findings for providers with short questions to aid in identifying areas of patient's inaccurate beliefs or unhelpful behaviors (red flags) to promote communication across the AI trajectory in Table 5 . These suggested questions translate the results of this study to clinical practice and future research with the intention to move from passive information-giving to more interactive, continuing collaboration to enhance self-efficacy. The clinical communication tips in Table 5 can serve towards an understanding that the need is not always simply more information; instead needs are multi-faceted and require an acknowledgement of the interconnectedness of information and the patient-provider relationship [42] . Thus, these questions aim to support providers and patients in their process of obtaining, managing, understanding and applying information about AIs. 
Strengths and limitations
Strengths of this study are the robust sample size (N = 54) for qualitative inquiry and that women were recruited from both urban and less populated settings in a large geographical area, and received oncology treatment at various medical institutions. The intensive interviews resulted in well-developed, multi-faceted concepts that uniquely highlighted the perspectives of older survivors as opposed to previous research with participants of all ages. Another strength is that methodological and analytical rigor was upheld with an audit trail that included field notes and self-reflective and analytic memos. Trustworthiness was fostered by maintaining the systematic orderliness of data collection and analysis required by constructivist grounded theory methodology that included analytic triangulation through the collaborative effort by the analysis team and checking analytic insights to limit the inherent biases of the researchers.
Constraints of the present study that must be noted for future recruitment are in the sampling. We only included participants who had started AI treatment so these findings do not apply to women who chose not to initiate the treatment. Furthermore, our sample included primarily well-educated Caucasian women (n = 44) with the remaining majority representing 
East Asian heritage. The above results may not be reliably represented beyond this predominant group, notably missing was representation of Hispanic and African American experiences. While our sample also represensa wide range of ages, marital statuses, and economic backgrounds, a more ethnically and racially diverse group would be a goal for future research teams.
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